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THE RELATION OF THERAPIST BEHAVIORS TO OUTCOMES IN PCIT 1
Abstract
Parent Child Interaction Therapy (PCIT) has proven to be a very effective treatment for
child behavioral problems, however, PCIT does not benefit all families equally, presumably at
least partly because therapists may not be equally effective in coaching their clients. Although
researchers have proposed several dimensions of therapist coaching behaviors that are
considered desirable, few of these have been empirically examined in relation to family
engagement or child outcomes. Data from two clinical trials examining the effectiveness of
culturally modified versions of PCIT (GANA and PersIn), were used to investigate which of
several therapist coaching behaviors (brevity, positivity, consistency, accuracy, directive
coaching and responsive coaching) are related to faster parent skill acquisition, treatment
retention, and child outcomes. The findings indicate that none of these skills were significant in
predicting speed of parent skill acquisition or parent reported improvement in child symptoms.
However, positivity and responsiveness were significant predictors of treatment completion,
while therapist directiveness was significantly related to treatment dropout. These findings
suggest that these three therapist behaviors are particularly important to treatment engagement
for both Spanish and English speaking families and should be important targets for therapist
training.
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Introduction
Disruptive Behavior Disorders (DBDs), which include the diagnoses of oppositional
defiant disorder (ODD), conduct disorder (CD), and attention deficit hyperactivity disorder
(ADHD), are highly prevalent; 7% to 20% of school age children and adolescents, and about
13% of preschool children meet criteria for at least one of these diagnoses (Keil & Price 2006,
Ward, Theule & Cheung 2016). DBDs are the most common reason for referral to mental health
services among children, and affect close to half of children in child welfare (Bloom, Jones &
Freeman 2013, Keil et. al. 2006). These behavior disorders are overtly disruptive, including the
violation of social norms, destruction of property, and aggression towards others (Keil et. al.
2006). Behavior disorders in childhood are characterized by significant impairments in social,
emotional, and educational functioning (Werba, Eyberg, Boggs & Algina, 2006). In addition to
the effect DBDs have on children and their families, their special education needs, criminal
justice expenses, and lost wages place a hefty burden on society (Scott, Knapp, Henderson &
Maughan, 2001). These maladaptive behavior patterns are relatively stable and will often
continue or worsen as they move into adulthood if not treated (Tremblay, Masse, Perron,
Leblanc, Schwartzman, 1992). Without intervention, these children are at heightened risk for
later delinquency (Vogel & Messner, 2012), substance abuse (Yoshimashu, Barbaresi, Colligan et
al., 2012), school failure, antisocial personality disorder (Tremblay et al., 1992), development of
comorbid disorders such as depression and anxiety (Boylan, Vaillancourt, Boyle & Szatmari,
2007), and future disruptions in their relationships (Burke, Hipwell & Loeber, 2010).
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There is broad consensus among researchers that early intervention is the best way to
interrupt the course of DBDs and prevent these behaviors and their consequences from
continuing into adulthood (Ward et. al. 2016). Parent Child Interaction Therapy (PCIT) is an
efficacious treatment for child disruptive behavior disorders designed for young children that
teaches parents skills to build warm relationships with their children while setting and
consistently enforcing firm limits (Eyberg & Funderburk 2011). PCIT has demonstrated efficacy
in reducing child behavior problems across the DBD diagnoses in a number of randomized
controlled trials. For example, a recent meta-analysis found that PCIT leads to a significantly
greater reduction in child behavior problems compared with controls, with an average effect size
in the large range (Ward et. al., 2016). In addition, PCIT has been proven to reduce the incidence
of child abuse and neglect among parents previously referred to child protective services for
child maltreatment (Chaffin et al., 2013).
Although there is strong empirical support for the efficacy of PCIT for child behavior
problems, both efficacy and effectiveness trials indicate that not all families benefit equally
(Werba et al., 2006, Fernandez & Eyberg, 2009). Because PCIT is an open ended treatment that
does not conclude until parents have demonstrated mastery of the skills and report child behavior
problems in the normal range, drop out rates are a good indicator of both premature termination
and children with continuing symptoms combined. In community effectiveness trials, drop out
rates from PCIT range from 27-67% (Boggs et al. 2005, Pearl et al. 2012, Bjørseth & Wichstrøm
2016, Lieneman et. al. 2019), suggesting that a significant portion of families do not successfully
complete treatment. Although even families who dropout of treatment prematurely show
significant improvement in child behavior problems on average, with a medium to large effect
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size (d=0.70; Lieneman et al., 2019), there is still a sizable group of children whose symptoms
are not fully resolved at termination.
Presumably, both client and therapist characteristics and behaviors contribute to the
relative success of families in PCIT. A number of studies have examined the client characteristics
that predict dropout and lower benefit in PCIT (e.g., Werba et. al. 2006). Demographic factors
including female children, less educated parents, single parent households (Danko, Garbacz &
Budd, 2016), lower socioeconomic status, and minority status (Fernandez & Eyberg, 2009) are
predictors of poorer engagement and/or outcomes in PCIT. In addition, other contextual factors
such as maternal parenting stress (Werba et. al., 2006), maternal criticism at pre-treatment
(Werba et. al., 2006), maternal inappropriate behavior (Werba et. al., 2006), and low familial
support for treatment (Dawson, Fain, McCabe & Yeh, 2015), have also been found to predict
dropout in PCIT. In response to the findings, a number of enhancements targeting these factors
have been developed for a variety of families who have typically been less likely to enroll,
engage, or benefit from PCIT, including families of ethnic minorities (McCabe & Yeh, 2009;
McCabe et al., 2020), child welfare families (Chaffin, Valle, & Funderburk 2009), single parents
of children with ADHD (Chacko, Wymbs BT, Wymbs FA, et al. 2009), and interventions
designed to enhance parent motivation (Nock & Kazdin, 2005). Thus, significant progress has
been made in understanding client characteristics that predict treatment engagement and
outcomes in PCIT, and enhancements targeting those characteristics have shown some promise
in improving engagement and retention for populations at high risk (Chaffin, 2009, McCabe &
Yeh, 2009, Lesack et al., 2014).
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However, few studies have examined the other half of the equation, namely, how
therapist behaviors impact engagement and outcomes in PCIT. One of the most important class
of therapist behaviors in PCIT is its use of live coaching, which makes up approximately ⅔ (30
minutes) of most sessions. Some have suggested that live coaching is responsible for PCIT’s
relative success in reducing child behavior problems compared with other parent training models
(Barnett et. al. 2017).  In support, they point to meta-analyses indicating PCIT’s relatively large
effect sizes compared with other BPT programs, which share similar theoretical features and
content, but do not utilize live coaching (Kaminski et al. 2008). For example, Ward et. al. (2016)
report an average pre- to post-treatment effect size for PCIT with ODD of 1.65, a much larger
effect than is seen for other similar interventions such as the Incredible Years (d=0.50) or Triple
P (d=0.35-0.57; Lieneman, Quetsch, Theodorou, Newton, & McNeil, 2019, Nowak et. al 2008).
The combination of modeling and social reinforcement appears to be an effective and efficient
way to shift client behaviors (Traux, 1968).
Live coaching has been found to be a powerful tool for improving parenting skills;
however, less is known about which specific coaching behaviors maximize parent skill
acquisition and lead to reduced child behavior problems. McNeil & Hembree-Kigin (2010)
describe coaching as consisting of behaviors such as labeled praises, gentle corrections,
directives, and observations of child or parent behavior that the therapist gives to either direct or
respond to parent and child behavior. Further, McNeil & Hembree-Kigin (2010) outlines a
number of characteristics of coaching that are theorized to be essential to success in PCIT. For
example: 1) coaching should be brief: less than five words in response to parent skill use so as
not to interrupt the flow of the interaction; 2) coaching should be consistent: therapists should
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provide a response after every parent verbalization; the more input that the parent receives, the
faster and better these CDI skills will be learned; 3) coaching should be positive: therapists
should give 10 or more praises in a 5 minute coaching session, with at least 50% being labeled
praises; this gives the parent the support needed to feel successful and reinforces the use of the
CDI skills; 4) coaching should be accurate; the therapist should correctly label praise or feedback
on the parent’s skill use, as mistakenly labeling skills provides the parent with incorrect
feedback; and 5) therapists should use more responsive coaching than directive coaching.
Directive therapist verbalizations tell the parent what to do (e.g. modeling, prompting, indirect
commands, direct commands, and drills), whereas responsive therapist verbalizations provide
feedback and reinforce the parent’s use of a skill (e.g. labeled praises, process comments,
reflective descriptions, corrective criticisms, and unlabeled praises; Barnett et. al. 2014).
Emphasizing responsive coaching allows the parent to independently facilitate the interaction
with their child.
Although these coaching behaviors have been theorized to promote engagement and
outcomes in PCIT, little research has been conducted to establish empirically which specific
coaching behaviors contribute to faster skill acquisition, client engagement, and/or outcomes.
Barnett, Niec & Peer (2014) have begun to address this gap in the literature by developing a
coach-coding system called the Therapist Parent Interaction Coding System (TPICS) that has
allowed for the examination of the effect of a range of therapist coaching behaviors on outcomes.
Barnett et al. (2014) used the TPICS to examine the relation between directive vs. responsive
coaching techniques during a 10-minute sample of coaching in the first CDI coach session, and
found that greater use of responsive coaching, but not directive coaching, predicted the
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frequency of positive parenting skills (i.e. praise, reflection, imitation, description, and
enjoyment) in the subsequent session. In addition, they found that therapists used more
responsive coaching when parents had demonstrated good use of that skill during coding. In a
follow up study, Barnett et al. (2017) found that responsive coaching, but not directive coaching,
was a significant predictor of speed of parent skill acquisition in the first phase of treatment as
well as treatment attrition. These studies suggest that responsive coaching is a critical skill for
therapists in PCIT (Barnett et. al., 2013 & Barnett et al., 2017).
These findings have contributed greatly to our understanding of which coaching
behaviors are important to parent skill acquisition and engagement. Despite this, there are still a
number of potentially influential coaching techniques proposed by McNeil & Hembree-Kigin
(2010) that haven’t yet been empirically examined. Barnett et al. (2014) and Barnett et al. (2017)
have examined the effects of directive and responsive coaching on frequency of skill use and
attrition in PCIT, addressing two of the coaching behaviors theorized to be important. In the
current study, we add several codes to the TPICS that will allow us to examine the ability of four
additional coaching behaviors theorized by McNeil & Hembree-Kigin (2010) to impact
treatment engagement, parent skill acquisition, and outcomes in two previously conducted
clinical trials of PCIT (McCabe & Yeh, 2009; McCabe et al. 2020). Specifically, we hypothesize
that a therapist’s use of brief, positive, consistent, and accurate coaching will be related to faster
parent skill acquisition, treatment retention, and child outcomes. Additionally, consistent with
previous studies, we predict that therapists who use more responsive coaching statements will
also predict faster skill acquisition and lower attrition rates (Barnett et al., 2013 & Barnett et al.,
2017).
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Methods
Participants
Participants were 90 families who participated in two previous clinical trials evaluating
culturally modified versions of PCIT: GANA (n=58; McCabe & Yeh, 2009) and PersIn (n=32;
McCabe et al. 2020). In both studies, families were eligible if their child met the following
criteria: (1) between the ages of 2 and 7, (2) scored at or above the clinical cut-point for behavior
problems on the Eyberg Child Behavior Inventory Intensity Scale (ECBI; Eyberg & Pincus,
1999), (3) without a diagnosis of autism or intellectual disability (4) not participating
simultaneously in any other psychosocial treatment for the child’s behavior problems (Eyberg &
Pincus, 1999). In the GANA study, only families who identified their child as Mexican American
were eligible, while in PersIn families that identified at least in part as Latinx, African American,
Asian American or Non-Hispanic White (NHW) were eligible. Participants in both studies were
families seeking treatment for a child with clinically significant behavior problems at a mental
health clinic. The research team conducted additional outreach to the community headstarts,
schools, pediatrician’s offices, and social media to increase awareness of available services.
Below, we describe each sample in more detail.
GANA sample. Child participants (N=58) ranged from 3- to 7-years of age -old (M=
52.77 months, SD=11.6). About 70% of children were male, and approximately 67% of the
children preferred Spanish. Approximately 76% of primary caregivers were first generation
Americans, 81% of primary caregivers preferred Spanish, 68.7% of mother caregivers were
married, 50.9% of mothers had an education level less than high school, and families reported an
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average household yearly income of $23,112. All primary caregivers were female (for a full
description, see McCabe & Yeh, 2009). Participating children had an average pre-treatment
ECBI Score of 179.80 (SD = 29.76). For the current study, we included only those families who
completed either standard PCIT or GANA (N=40). Further, some families were excluded (n=20)
because they did not have a codable CDI Coach 2 session, resulting in a final sample of n = 20
for our analyses (GANA = 9; PCIT = 11).
PersIn Sample. Participating families (n=32) were of multiple ethnicities: Latinx (28%
of children, 28% of caregivers), NHW (22% of children, 34% of caregivers), African American
(13% of children, 6% of caregivers), Asian American (16% of children, 22% of caregivers), and
multiethnic (22% of children, 9% of caregivers). Percentages may add up to over 100% as some
families were multi-racial. Caregivers’ highest level of education included: high school graduate
or less (9%), some college or technical school (47%), college graduate (19%) or graduate degree
(25%). Children that participated in the study had an average age of 4.66 years (SD = 1.36), 66%
were male, and families had an average household monthly income of $6,596 (SD = $6,224).
Participating children had an average pre-treatment ECBI Score of 172.83 (SD = 26.29). For the
current study 3 families were excluded because they did not have a codable CDI Coach 2
session, resulting in a final sample of n=29 from PersIn. Together with the n= 20 from the
GANA sample, there was a combined total of n=49 subjects for the analyses.
Therapists: Therapists in the GANA study (n=4) were bilingual practicum students from
M.S.W. and professional psychology doctoral programs, while therapists in the PersIn study
(n=9) were staff therapists and student interns at as well as a faculty therapist  Therapists in both
studies were either previously trained in PCIT and were provided with calibration and training
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specific to the cultural adaptation, or were provided with 40 hours of training in PCIT in addition
to training in cultural modifications by the principal investigator. The PI then provided
consultation on all cases in the PCIT conditions. All therapists had 1 hr of face-to-face individual
supervision per week.
Measures
Eyberg Child Behavior Inventory (ECBI; Eyberg et. al. 1999) is a 36-item parent report
measure of young children’s disruptive behavior with evidence supporting its reliability and
validity for both English and Spanish versions (Garcia-Tornel et al, 1998). Internal consistency
for the Intensity Scale, which reflects frequency of disruptive behaviors, was α = .86 for the
GANA sample and α = .88 for the PersIn sample. The ECBI Intensity Scale was used to
determine eligibility for the study, and was then used to track the change in the child’s problem
behaviors over the course of treatment. The clinical cutoff for eligibility in the study was a score
of 131 or higher.
Therapist-Parent Interaction Coding System (TPICS; Barnett et. al. 2014 & Barnett et al.,
2017). The TPICS is an observational coding system that can be used to code a range of therapist
behaviors that take place during the skill coaching portion of PCIT (see Table 1). The TPICS
provides guidelines for coding a number of theoretically important therapist variables: modeling
(MO), prompting (PR), reflective descriptions (RD), direct and indirect commands (DC, IC),
praises (LP, UP), process comments (PC), assurance comments (AC), and rationale remarks (RR;
Barnett et. al. 2017). These codes can be divided into directive or responsive categories.
Directive verbalizations are only those that occur prior to a parent verbalization that tell the
parent what to do (i.e. MO, PR, DC and IC). Responsive statements occur following a parent
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verbalization in order to provide feedback and reinforcement to parent skill usage (i.e. LP, UP,
RD, PC). We also used the TPICS code for “Mistake” (M) to determine therapist accuracy. If a
therapist mislabeled or incorrectly reinforced a parent’s use of skills, the therapist’s response
would be coded as a mistake.
Table 1
Therapist-Parent Interaction Coding System Therapist Categories
Coaching Technique Definition Example
Directive Techniques
Modeling (MO) Therapist verbalization or a
parent-child interaction
therapy parenting skill.
“Thank you for sharing with
me.”
Prompting (PR) Therapist verbalization of the
beginning of an appropriate
skill intended to allow a
parent to finish the statement.
“Thank you for…”
Direct Command (DC) Therapist declarative
statement that contains a
direction for a behavior to be
performed by the parent.
“Praise him for sharing.”
Indirect Command (IC) Therapist suggestion for a
behavior to be performed by
the parent.
“Can you think of something
to praise him for?”
Drill (DR) An exercise during which the
therapist tells the parent to
focus on one targeted
parenting behavior for a
specified duration or
frequency.
“We are going to see how
many labeled praises you can
give him in one minute.”
Child Observation (CO) Any therapist observation
about the child that is used to
draw the parent’s attention to
“He just shared with you.”
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the child.
Responsive Techniques
Labeled Praise (LP) Therapist verbalization that
provides a positive evaluation
of a specific behavior,
activity, product, or
verbalization of the parent.
“That was a great labeled
praise you gave him.”
Process Comment (PC) Therapist statement that ties a
child’s behavior to the
parent’s treatment-related
behavior.
“She shared again because
you praised her for that.”
Reflective Description (RD) Therapist non-evaluative,
declarative sentence or phrase
about the parent’s most recent
verbalization or behavior.
“That was an unlabeled
praise.”
Unlabeled Praise (UP) Therapist verbalization that
provides nonspecific positive
evaluation of the parent or
parent’s behavior.
“Excellent job!”
Corrective Criticism (CC) Therapist verbalization that is
negatively stated or gently
critical of a parent’s
behaviors.
“Stop paying attention to that
behavior.”
Exclusion Explanation (EE) Statements that educate the
parent about skills
and behaviors to avoid.
“Don’t imitate his
misbehavior or you will see it
increase.”
Rationale Remark (RR) Statements that educate the
parent about treatment-
related skills and procedures.
“Behavior descriptions help
to keep his focus at the table.”
Assurance Comment (AC) Statements that describe or
reframe a parent or
child behavior as expected,
typical/normal, challenging or
tolerable.
“I know it’s hard to stay calm
when he’s yelling.”
No Response (NR) Instances where a parent’s use
of a do skill (LP, RF, BD) is
Parent: “You’re playing so
gently with the toys!”
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not immediately
praised/reinforced or use of a
don’t skill (NTA, IC, DC,
QU) is not immediately
commented on.
Therapist: “Now describe
what he’s doing.” (didn’t
praise parent’s use of LP)
Mistake (M) Instances where the therapist
responds incorrectly to the
parent’s use of a skill.




verbalization was a question)
Note: From Barnett, Niec, and Peer (2013) with edits.
Additional Therapist Codes: For the current study, we developed a new set of guidelines
for coding therapist behaviors that was compatible with the DPICS/TPICS. First, we used the
transcriptions to measure therapist brevity by counting the number of words in each coaching
statement. Second, we measured therapist positivity by calculating the percent of coaching
statements that were coded as praise (LP or UP). Third, to measure consistency we developed a
code for missed opportunities, also called No Responses (NR), which are instances where a
parent’s use of a do skill (LP, RF, BD) is not immediately praised/reinforced. A response was
only considered immediate if it was preceded by only one verbalization (only a TA or UP)
following the parent’s use of a skill.
Speed of Parental Skill Acquisition. Parental skill acquisition was defined as the number
of sessions to completion of CDI for families that graduated from CDI. Five families were
excluded from these analyses due to the fact that they dropped out prior to meeting CDI mastery.
Treatment Completion. Treatment completion was defined as meeting criteria for
graduation from PCIT which includes mastery of CDI, mastery of PDI, ECBI ≤ 114, and the
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parent feeling comfortable handling their child’s problems. Of the n=49 families, 35.7% (17
families) dropped from treatment.
Procedure
For both the GANA and PersIn studies, families were referred to the study by community
clinics, headstarts, and outreach to the community. Families were screened for eligibility by a
bilingual RA on the phone.  Eligible families then completed a 3-4 hour pre-treatment
assessment in person, in which they gave informed consent and completed additional parent
report questionnaires about family demographics, parent and child mental health symptoms, and
parent perceptions of treatment, as well as completing the DPICS observation (McCabe et. al
2020). Families were paid $100 for each assessment. In the GANA study, families were then
randomly assigned to receive a culturally modified version of PCIT called GANA, Guiando a
Niños Activos (GANA), standard PCIT, or treatment as usual (TAU). GANA retained the core
features of PCIT, and added culturally relevant elements designed to better engage families of
Mexican American ethnicity. In the PersIn study, all families received a personalized version of
PCIT that was developed as a method of reducing incongruence in the parent explanatory models
(PEMs) of families. When families either graduated from treatment or dropped out, they were
re-contacted to complete a second post-treatment interview. Many of the parent-report
questionnaires that were completed pre-treatment were readministered in the post-treatment
assessment (Barnett et. al. 2017, McCabe et. al 2020), and the DPICS was repeated.
Coding TPICS: To standardize our sample, we chose to TPICS code transcriptions of
video recordings of the first five minutes of the third session of PCIT, which is the second
coaching session of the Child Directed Interaction (CDI-C2) phase of PCIT. We chose the second
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coaching session because the therapist and family would have established rapport but would still
be early enough in treatment that therapist behaviors would be likely to influence engagement.
The coders (n=4) were graduate and undergraduate research assistants. Prior to beginning
to code, coders were required to reach mastery (≥ 80% agreement) of the DPICS with a criterion
tape. Next, coders had to complete 4 practice TPICS transcripts, and received feedback on their
performance, before being tested. As a final step, coders were required to reach ≥ 80%
agreement on a master transcript coded by the author of the TPICS systems, Dr. Barnett.
Each coder coded a total of 16 transcripts each, and were blinded to condition. A 25%
sample (n=18) was randomly chosen to be double-coded for inter-rater reliability. Interrater
reliability across all TPICS codes was 79%. Coders and supervisors met bi-weekly during the
coding period to discuss any coding differences. However, discussion of codes were not used to
modify any previously coded transcripts.
Results
First we examined the frequencies of the coaching behaviors as well as their
intercorrelations with one another (see Tables 2 and 3). Therapists were, on average, 41.96%
(SD=18.20) positive, 61.68% (SD=25.16) consistent, and 91.32% (SD=9.16) accurate, with an
average of 20.43 (SD=12.46) directive verbalizations, 23.55 (SD=10.52) responsive
verbalizations and 5.12 (SD = 1.15) words per statement in a five minute period. Therapists
averaged a total of 20.12 praises (SD=8.98) with a mean 68.4% (SD=.26) of those being labeled
praises. ECBI Intensity Sums were an average of 175.67 (SD=27.67) pre-treatment and 91.98
(SD=33.43) post-treatment, and the mean number of CDI sessions as 7.88 (SD=2.93). The
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correlation between directive therapist verbalizations and therapist positivity exceeded threshold
for multicollinearity (r = -.759, p < .001), and therefore could not be included in the same
regression models. For the speed of acquisition analyses only, 5 cases were excluded as the
families dropped from treatment before beginning PDI, and therefore did not complete CDI.
Table 2
Correlations Between Predictors
1 2 3 4 5 6 7
1.ECBI Intensity Sum (Pre) 1
2.Brevity .036 1
3.Positivity .115 -.353* 1
4.Accuracy .135 .026 -.204 1
5.Consistency 079 -.110 .581** .004 1
6.Directiveness -.090 -.018 -.759** .080 -.429** 1
7.Responsiveness .233 -.260 .472** -.236 -.446** -.155 1
*Correlation is significant at the 0.05 level (2-tailed)
**Correlation is significant at the 0.01 level (2-tailed)
Note. Threshold for multicollinearity is 0.7.
Table 3
Descriptive Statistics for Study Variables and Coaching Recommendations
Variable Mean Standard
Deviation
Number of CDI Sessions 7.88 2.93
ECBI Intensity Sum at Pre 175.67 27.67
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ECBI Intensity Sum at Post 91.98 33.43
Words Per Coaching Statement 5.12 1.15
Therapist Positivity 41.96% 18.20
Therapist Accuracy 91.32% 9.16







This descriptive data was examined to determine what percentage of therapists are
following the recommendations as set by McNeil et al. (2010; see Table 3). 57.1% of therapists
met the recommendation for brevity: an average of 5 or fewer words per statement. Therapists
met the recommendation for positivity for 87.7% of cases, with at least 10 statements of praise in
the 5 minute coaching session, and at least 50% being labeled. For consistency, 28.6% of
therapists met the recommendation of 3 or fewer instances of NR. For accuracy, 79.6% of
therapists met the recommendation of 3 or fewer mistakes. For responsive and directive
coaching, 67.3% of therapists met the recommendation that the number of responsive
verbalizations must be greater than the number of directive verbalizations. Overall, 8.2% of
therapists met all 5 recommendations.
Next, we examined the ability of therapist behaviors to predict each of the outcome
variables: rate of parental skill acquisition, child outcome, and treatment completion. Predictors
included: (1) therapist accuracy (percent of verbalizations in which the therapist correctly
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identified parent skills), (2) therapist consistency (the percent of time that the therapist responds
to parent “do” skills), (3) brevity (words per coaching statement), (4) therapist praise/positivity,
(5) total responsive therapist verbalizations, and (6) total directive therapist verbalizations.
Because of the strong negative relationship between therapist directiveness and positivity, we
separated our predictors into two models for each outcome variable. Models labeled “a” included
predictors 1-4, and models labeled “b” included predictors 5 and 6. Model “a” includes the
recommended therapist behaviors and model “b” examines only the predictive value of
responsive and directive coaching. In addition, each model was computed twice, once with
covariates and once without. The three covariates used in the models were: Condition (PersIn,
GANA or standard PCIT), ECBI Intensity score at pre-treatment, and PSI Intensity score
pre-treatment. Language was not included as a covariate in this study because it broke the
threshold for multicollinearity with Condition.
Model 1 a and b are linear regressions examining the predictors of the rate of parent skill
acquisitions as measured by number of CDI sessions, excluding the five cases that did not begin
PDI. The overall Model 1a was not significant (F (7, 41) = 1.340, p = .257; R2 = .186). The
overall Model 1b was also not significant, (F (5, 43) = 1.507, p = .208; R2 = .149), and none of
the therapist behaviors significantly predicted speed of skill acquisition.
Model 2 a and b are linear regression models examining the predictors of improvement in
child behavior problems from pre to post treatment as assessed by ECBI intensity scores. Model
2a was not significant (F = (7, 39) = 1.368, p =.246; R2 = .197). Model 2b also was not
significant (F (5, 41) = 1.166, p = .342; R2 = .125).
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Model 3 a and b (See Table 4) are logistic regression models examining the prediction of
treatment completion versus treatment drop out. Model 3a was significant (χ2 (8) = 31.500,
Nagelkerke R2 = .654, p < .001; 89.8% accurate classification), with therapist positivity as the
only significant predictor of treatment completion (B = .135, Wald = 5.632, p = .018; OR =
1.144). For every percentage point increase in therapist positivity, there is a 14.4% increased
chance of completing treatment. This model explained 65% of the variance in treatment
completion. Independent samples t-tests (which did not include covariates) showed that
treatment completers had significantly higher average rates of therapist praise (47%) compared
to treatment non-completers (32%; t(47) = 3.089, p = .003).
The overall model 3b was significant, (χ2 (6) = 25.987, Nagelkerke R2 = .568, p < .001;
81.6% accurate classification). Responsive and Directive therapist verbalizations significantly
predicted completion (See Table 4), with responsive positively predicting completion (B = .128,
Wald = 4.449, p = .035, OR = 1.137), and directive negatively predicting completion (B = -.126,
Wald = 4.728, p = .030, OR = .882). For every additional responsive verbalization, there was a
13.7% increased chance of completing treatment, and for every additional directive
verbalization, there was a 11.8% decreased chance of completing treatment. Independent
samples t-tests, which did not include covariates, showed that the difference in rates of directive
verbalizations between treatment completers (M = 18.75) and non-completers (M = 23.59) was
not statistically significant (t(47) = 1.304, p = .199). However, treatment completers had
significantly higher rates of responsive verbalization (M = 26.75) compared to treatment
non-completers (M = 17.53; t(47) = 3.188, p = .003).
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Table 4
Relation of Therapist Behaviors Treatment Completion
Model Model Predictor B S.E. Wald df p Exp (B)
3a Therapist Positivity .135 .057 5.632 1 .018 1.144
Brevity .167 .466 .129 1 .720 1.182
Therapist Consistency .016 .025 .414 1 .520 1.016
Therapist Accuracy .012 .056 .044 1 .834 1.012
3b Directive Therapist
Verbalizations
-.126 .058 4.728 1 .030 .882
Responsive Therapist
Verbalizations
.128 .061 4.449 1 .035 1.137
Discussion
The current study sought to determine the frequency with which therapists use a range of
coaching behaviors, including brevity, positivity, consistency, accuracy, directiveness and
responsiveness, that have been hypothesized to be important in producing positive outcomes in
an ethnically diverse sample of families in PCIT. On average this group of relatively
inexperienced PCIT therapists met or exceeded the recommended guidelines for therapist
accuracy, brevity, positivity, responsiveness, and directiveness. However, therapists were much
below recommended levels for consistency, suggesting that this skill may be harder for emerging
therapists to master and may require further attention in training. Furthermore, we examined the
relationship between these therapist coaching behaviors and parent’s speed of skill acquisition,
child symptom improvement, and treatment retention. Contrary to hypotheses, findings revealed
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that none of the therapist behaviors examined predicted the outcomes of speed of parental skill
acquisition or child outcome. However, therapist positivity and responsive coaching were
significantly positively related to treatment completion, while therapist directiveness was
significantly negatively related to treatment completion. Although two of our hypotheses were
not supported, our findings are generally consistent with the past literature regarding the
importance of responsive coaching. Furthermore, our findings also highlight the importance of
positivity, and provide new evidence of a significant relationship between directive coaching and
treatment dropout. In addition, this study extends these findings to a culturally diverse sample
that includes both Spanish and English speaking therapists.
Our findings replicate a number of previous studies that have found responsiveness to be
an important predictor of engagement in PCIT. In the current study, responsiveness was a
significant predictor of treatment completion, consistent with the findings of Barnett et al.,
(2017). Harwood and Eyberg (2004) have suggested that “the early therapist-parent relationship
in PCIT may be critical to successful treatment completion,” and that responsiveness plays an
important role in establishing this relationship. Responsive coaching, which includes techniques
such as praising parent skill use, labeling parents use of skills, and describing the effects of
parent’s skills on the child, are powerful teaching tools to elicit behavior change (Barnett et al.,
2013). Taken together with past literature, our findings suggest that responsiveness is a
consistent predictor of treatment completion in PCIT and should be emphasized in therapist
training as a core skill. Furthermore, responsiveness appears to have a similar importance in
ethnic minority and Non-Hispanic White samples.
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The current study also found that therapist directiveness was significantly negatively
related to treatment completion. This is somewhat different that was has been found in other
studies, which suggested that directiveness was either unrelated to outcomes, such as speed of
skill acquisition and treatment or completion, or that some components (ie. drills) were
negatively related to treatment completion, while overall directiveness was not (Barnett et al.,
2017). Although this may lead to the conclusion that coaches should refrain from using directive
over responsive coaching statements as much as possible, it must be taken in the context of
previous research by Barnett et al. (2017) which noted that although directive coaching is not as
effective as responsive coaching, a combination of the two can be beneficial as parents learn new
skills. For example, when parents are “stuck” and unable to generate a skill on their own it may
be effective to get them started by suggesting a skill (e.g., “Why don’t you tell him that you love
the way he is sitting so quietly.”). Thus, future research should examine whether specific
components of directive coaching, such as drills or corrective criticism are detrimental, while
other components such as modeling may still be beneficial when combined with responsive
coaching (Barnett et al., 2017).
Consistent with therapist guidelines proposed by McNeil & Hembree-Kigin (2010),
therapist positivity was significantly related to treatment completion. In a number of studies,
positivity has been highlighted as an important skill because positive reinforcement emphasizes
the parent’s correct use of skills and is more effective than criticism in eliciting desired behaviors
from the parent (McNeil et al., 2010). In PCIT, therapists train parents to praise child positive
behaviors and ignore their misbehaviors; this positive reinforcement is the centerpiece of the
methods PCIT uses to increase children’s prosocial behaviors. Similarly, when therapists use
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positive reinforcement in response to parent skill use, they are modeling both the way in which
praise works to change their child’s behavior, while also motivating parents to increase their own
skill use. However, as in previous other studies, responsive coaching was not a significant
predictor of child symptom improvement, possibly because it is such a distal outcome relative to
the five minute sample of coaching taken early in treatment. Furthermore, we did not find a
relationship between responsiveness and speed of skill acquisition, which differs from the
findings of Heymann et al. (2021), in which responsive coaching statements in both English and
Spanish had a positive impact on parental skill acquisition, and from Barnett et al. (2017) in
which higher rates of responsive coaching predicted faster parental skill acquisition. This may be
because of the fact that we operationalized speed of skill acquisition as the number of sessions to
CDI mastery, whereas past studies have only examined skill acquisition from one session to the
next (Barnett et al., 2017).
The current study did not find support for the effect of a number of other therapist
behaviors theorized to predict outcomes in PCIT. For example, McNeil & Hembree-Kigin (2010)
have suggested that therapist coaching statements should be kept brief in order to reduce
cognitive load;  however, in the current study, brevity was unrelated to outcomes. There are a
number of possible reasons for this. First, it has been suggested that Spanish speaking therapists
may have higher wordiness than English speaking therapists because a statement in English
typically translates to more words in Spanish (Why Spanish, 2021). Therefore, longer statements
may be more appropriate in cases conducted in Spanish, and because our sample included a large
proportion of Spanish speakers, it may have influenced the results. Second, although it is
generally recommended to keep coaching statements brief, there may be good reasons to make a
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longer statement in some cases, depending on the skill being addressed. For example, a response
to a Labeled Praise could be either, “great labeled praise” (3 words), or a Process Comment, “she
is sharing more because you praised her for that” (10 words). There may be times in coaching
when process comments can be particularly powerful. Thus, use of an average number of words
per statement as a representation of brevity may not reflect the strategic choices that therapists
may be making.
Somewhat surprisingly, accuracy, or the percentage of time that coaches correctly
identified a parent skill, was also not a significant predictor of any of our outcomes variables.
Although it seems reasonable to suppose that accurate coaching of parents' skill is an essential
component of treatment, as has been argued in past literature (Barnett et al., 2018), an empirical
link to treatment outcomes has not been documented. It is theoretically possible that positive
reinforcement of any kind is more important than an accurate label of the skills (e.g., saying
“Great labeled praise” after a parent uses a behavioral description would still reinforce the skill).
However, it is also possible that this relationship may not have been observed in the current
sample because the therapists in this study were relatively accurate (91%), thus restricting the
range of this variable. Future studies that include a wider range of accuracy would be necessary
to make a firm determination of the nature of this relationship.
Our current findings also failed to support the relationship between therapist consistency,
or the percentage of time that the therapist responds to the parent’s use of “do” skills, and
outcomes. Although this variable has not been empirically examined in past studies, it has been
suggested to be a critical element of coaching (McNeil et al., 2010). However, our findings
suggest that therapists can still be quite effective when their consistency is below recommended
THE RELATION OF THERAPIST BEHAVIORS TO OUTCOMES IN PCIT 25
levels. This may be because of the fast pace of the interaction, or because intermittent
reinforcement can still produce behavior change. Future research should focus on determining
what level of consistency is needed or optimal for producing parent skill acquisition and
engagement.
This study has some particular strengths that have not been included in past studies. The
ethnically diverse and large sample used in this study was an important strength in assessing the
effect of therapist coaching behaviors among groups underrepresented in research. Additionally,
past studies examining coaching behaviors in PCIT have had low dropout rates because
therapists have been at the expert level (Barnett et al., 2017), making it harder to accurately
predict treatment completion. Because of the use of novice therapists as well as a diverse client
population in this study, we see a much higher dropout rate, which allows us to examine the
particular behaviors that predict treatment completion. The inclusion of coaching behaviors that
had not yet been examined prior to this study is another strength, allowing us to begin to identify
which of the previously theorized to be important are actually supported by empirical evidence.
However, the results of this study are limited by the combination of two samples that were
collected at different points in time as well as a high rate of missing session tapes, particularly
from the GANA sample. In addition, some of our therapist coaching behaviors, such as accuracy,
may not have a wide enough range to detect an association with outcomes.
Future research comparing novice therapists to more experienced therapists could not
only provide insight into the frequency of therapist behaviors associated with client success, and
identify important targets for therapist training, but also give us more information about how
coaching changes as therapists become more experienced. It would also be useful to also
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examine parent behaviors, such as how responsive the parent is to therapist directives, as the
parent’s responsiveness determines the amount of therapist coaching opportunities. For example,
parental resistance might lead therapists to become more directive, which may lead to more
resistance from the parent and possibly eventual dropout (Patterson & Forgatch, 1985). Barnett et
al. (2013) has also found that therapists used more directive coaching when parents demonstrated
deficits in the “do” skills, particularly Labeled Praises and Behavior Descriptions, suggesting
that parent skill levels and therapist coaching behaviors may have a bi-directional relationship.
Controlling for parent-generated “do” skills may help us tease apart this relationship. It could
also be interesting to analyze parent skill acquisition using the change between parent skills in
the pre-treatment DPICS to post treatment. With this, it would also be important to examine if
dropout for families occurred because they were not getting enough “do” skills or if they met the
criteria for “do” skills but were not below the limit for “don’t” skills. In conclusion, the findings
of this study contribute to our understanding of important therapist behaviors which can help
clarify targets for therapist training that will optimize family success.
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